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Estimation of Claudication Distance
Sir,
We read with interest the recent paper by Watson
and Collin1 regarding the unreliability of estimates of
claudication distance by both patients and surgeons.
We agree that estimation of distance is often unreliable,
but suggest that walking the patient around the ward
to find their claudication point is an equally useless
way of determining the threshold for intervention.
At the Royal London Hospital, we estimate the
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degree of patient disability by different means. Firstly,
Fig. 1. Box & Whisker plot of patients with intermittent claudication. we ask the patients how they arrived at the clinic.
Ankle–brachial pressure index at rest, after 2-minutes and after 5- Patients who come by tube are clearly not terribly
minutes exercise test. The ends of the boxes define the 25th and disabled, as there are three flights of stairs at White-75th percentiles. The line within the boxes shows the median and
the error bars define the range. chapel tube, and no lift. Patients who come by minicab
usually are quite disabled, because this mode of trans-
port is expensive and our impoverished patients do
not take taxis without good reason. For the patientsnormal ankle function and without any peripheral
who arrive by bus (the majority), we ask how manyarterial disease to be able to complete both the 2- and
times they had to stop between the bus stop at thethe 5-minutes Stresst’er test, without any significant
front of the hospital and the entrance to our outpatientdrop in the ankle pressure index.
department. Writing these observations in the notesWe have also compared a 2-minutes Stresst’er test
produces a clear indication of progression of disease.to a 5-minutes Stresst’er test in nine patients with
The threshold for intervening in occlusive vascularfeatures of intermittent claudication. Eighteen limbs
disease should be based on the degree of interferencewere exercised on the Stresst’er and 35 peripheral
with daily activities caused to the patient, such asarteries (dorsalis pedis or posterior tibial) were iden-
whether they are able to collect their pension, do thetified, one artery was occluded. Eleven limbs had
shopping or get to the pub, rather than arbitraryresting ankle pressure index below normal (0.9). Two
estimates of distance walked. In our view the obsessionlimbs could not complete the 2-minutes test, and six
with claudication distance is driven by the surgicallimbs could not complete the 5-minutes test. There
imperative for measurement and publication, ratherwas a significant difference between ankle pressure
than by listening to the patient.index at rest and after 2 minutes’ exercise; mean dif-
For the record, the distance from the bus stop to theference was 0.171, 95% CI=0.116 to 0.225, p<0.0001.
outpatients’ desk is 160 double-paces and from theThere was no significant difference between the 2-
door of outpatients to the desk is 35 double-paces. Weminutes and the 5-minutes test; mean difference was
have no idea how far this is in metres or yards.0.0125, 95% CI=-0.026 to 0.053, p=0.5. Paired t-
test was used for statistical analysis. We therefore
E. Chaloner and R. J. Hamconcluded that there are no advantages of exercising
London, U.K.for more than two minutes, because it will not improve
the sensitivity of the Stresst’er ergometer in the in-
vestigation of peripheral vascular disease.
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and agree that it is of little practical use, as illustrated We have recently audited our results for leg ulcers
seen over a 14-month period in a one-stop leg ulcerby our paper. Even the means of transport used by
patients to arrive at the clinic only provides a clinic. We found similar 26-week healing rates of
74%, 68% and 34% for patients with venous in-measure of disability, and only then if the patient
adopts the same philosophy to public transport as competence and ankle–brachial pressure index (ABPI)
of >0.8, 0.6–0.8, <0.6, respectively, compared withthe authors propose. As outlined in the abstract to
our article, claudication distance and maximum the 70%, 64% and 23% reported by the authors. We
would suggest these modifications to the treatmentwalking distance are measures of disability. Inter-
vention should be based not on disability, but on protocol advised by the authors:
the handicap that the disability produces. The patient
1. Leg ulcers with ABPI of <0.5 should not beremains the best source of information regarding
labelled as mixed arterial/venous ulcers unlesshandicap.
there is clinical evidence of venous disease, e.g.
haemosiderin pigmentation. Various authors haveC. J. E. Watson
found reflux of >1 s in ‘‘normal’’ veins particularlyCambridge, U.K.
in the above-knee deep veins (Lagattolla & Burnand,
1997; I.D.: 35).2 Therefore some of these mixed
ulcers would be more correctly labelled arterialArticle No. ejvs.1999.0901
ulcers in the absence of clinical evidence of venous
Aortic Grafting disease.
2. Modified compression for the ulcers with moderate
Sir, arterial disease, instead of using 4-layer bandaging
The recent paper by Ljungstrom (Eur J Vasc Endovasc with 25% stretch, would be more reproducible if
Surg 1999; 17: 257–258) describes a method for 3-layer bandages were used with the same 50%
reinforcing an aortic-graft anastomosis by a strip of stretch as for 4-layer bandaging. Therefore, by
Dacron. The technique of reinforcing the posterior omitting either the Elset (which gives 17 mmHg
wall by a strip of Dacron has the advantage of compression at 50% stretch) or the Coban (which
creating a posterior cuff in the aortic wall to which gives 23 mmHg at the same stretch), modified
sutures can be applied. The main disadvantage of compression can be achieved.
the technique described by Ljungstrom is that the 3. For any leg ulcer patient with ABPI <0.8 a formal
Dacron strip requires suturing to a 4-mm rubber arterial duplex scan at the first presentation
tube to railroad it behind the aorta. should be performed. This would allow: (i) Less
A simpler technique which I have used for 20 ‘‘diagnostic’’ arteriograms with their well-re-
years is to pass a 6-mm nylon tape (Ethicon W273) cognised complications to be performed; (ii) earlier
around the aorta and to use this to create the definitive treatment for those patients who would
posterior aortic cuff. This can be included in the benefit from either angioplasty or reconstruction.2
post-suture line if required. The tape is divided on
both sides of the aorta at the completion of the
M. Guest, A. Williams,anastomosis. The nylon tape can also be used to
R. Greenhalghpass around the iliac vessels during the initial
and A. Daviesdissection. If that vessel subsequently needs to be
London, U.K.tied off it can be done so with the nylon tape.
Occasionally a second nylon tape is required to
secure the vessel.
J. M. Symes
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